in the United States in 1935 and the first recovery room in 1942. He was also the first anaesthetist to address the concept of balanced anaesthesia. In an article in the Minnesota Medical Journal in 1926, he discussed the idea of simultaneously administering many anaesthetic agents. The aim was to avoid overdose and to take advantage of the differing properties of various agents to optimize the anaesthetic. This concept is central to our specialty today, but was quite unusual at this time when many anaesthetics still involved only one or two agents.
These early days of intravenous anaesthetic agents were a time of great change in anaesthesia. Not only were these anaesthetists experimenting with new drugs, but with entirely new techniques. Not surprisingly, there were some problems. In 1943, F. J. Halford wrote, "While intravenous anaesthesia would seem to be ideal for war injuries because of its compactness, ease of preparation and nonexplosive characteristics, it should be clearly recognized that under war conditions, anaesthetics cannot be given by highly skilled anaesthesiologists, but have to be given by doctors, nurses and orderlies, to whom the art is strange …" He goes on to describe a number of patients anaesthetized with barbiturates on December 7, 1941 in Honolulu. Many of these patients were badly shocked and a number died on induction. There was very little equipment, a minimum of intravenous fluids and a lack of oxygen. Whilst intravenous barbiturates seemed a good solution, this was obviously not the case. The author concludes "As Admiral Gordon-Taylor of the British Navy has so aptly said, 'Spinal anaesthesia is the ideal form of euthanasia in war surgery'-then let it be said that intravenous anaesthesia is also an ideal method of euthanasia. It was the consensus of all civilian surgeons concerned that, considering all the hazards of patient, anaesthetist and anaesthetic, open drop ether still retains the primacy!"
Fortunately for thiopentone, the editors published another article in the same journal where a woman was successfully anaesthetized with thiopentone after a gunshot wound. This case was obviously different in that it was not a war injury and the patient was adequately transfused. The anaesthetic consisted of 1 cc increments of 2.5% thiopentone given one minute apart. After 5 cc she was intubated and continued to breathe spontaneously for the rest of the 90 minute operation on a mixture of 50% oxygen/nitrous oxide. A further 11 cc of thiopentone was given throughout the anaesthetic and the patient eventually recovered, despite extensive trauma. The authors of this article, Charles Adams and Howard Gray, concluded that thiopentone could safely be administered in shocked patients where adequate resuscitation was available.
While earlier barbiturates enjoyed some popularity, it was thiopentone that became universally acceptable and its introduction resulted in major changes in the way that anaesthesia was conducted.
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